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Abstract

The presence of vasa previa is a rare but serious complication for the fetus due to the occurrence of Benckiser’s hemorrhage. This report
presents a clinical case of vasa previa diagnosed antenatally in a spontaneous pregnancy. Performing a transvaginal ultrasound combined
with pulsed Doppler in pregnant women with risk factors for placenta previa or low-lying placenta allows diagnosis in nearly 98% of cases.
Management of this condition may include preventive corticosteroid therapy between 28 and 32 weeks of gestation, patient bed rest, and

prophylactic cesarean section between 34 and 37 weeks.
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Introduction

Vasa previa is the abnormal positioning of an umbilical vessel
between the fetal presenting part and the internal cervical
os, corresponding to a velamentous insertion on the fetal
membranes in the lower uterine segment. Its incidence is
estimated at between 0.4 and 0.6 per 1,000 pregnancies [1,2].

Although rupture of this vessel within the area of cervical
dilation can occur at any time during pregnancy, it most
commonly happens during spontaneous or artificial rupture
of the membranes during labor. This complication can lead
to severe fetal-origin hemorrhage, known as "Benckiser’s
hemorrhage." It constitutes a true "acute exsanguination" of
the fetus, resulting in death in 75 to 100% of cases [3].

Prenatal diagnosis is possible and can help improve newborn
survival [4,5]. Itis therefore essential to raise awareness among
healthcare practitioners to enable effective screening of this
condition and prevent its complications. We report a case of
antenatally diagnosed vasa previa and its management at the

maternity ward of the Jeanne Ebori Foundation Mother and
Child University Hospital Center (CHUMEFJE) in Libreville.

Case Report

The patient, a 25-year-old woman, gravida 2 para 0, was being
followed for a spontaneous singleton pregnancy that had
progressed normally. Second-trimester obstetric ultrasound
revealed a low-lying posterior placenta, and this placental
location was confirmed at 32 weeks of gestation. A transvaginal
ultrasound combined with color Doppler was then performed
to examine the lower uterine segment. It revealed a vasa
previa overlying the internal cervical os (Figures 1 and 2). The
patient, informed of the various possible complications and
showing no major risk of preterm labor, was placed on home
rest. Preventive corticosteroid therapy was administered, and
a cesarean section was scheduled at 37 weeks of gestation.

Despite numerous follow-up phone calls, the patient only
presented to the CHUMEFJE maternity unit two weeks after her
scheduled admission date—that is, at 39 weeks of gestation.

Arch Obstet Gynecol. 2026
Volume 7, Issue 1



Bang Ntamack ], Ntsame E, EyaAma R, Moutandou C, Makoyo Kumba O, Assoumou Obiang P, et al. Vasa Praevia:
Diagnosis and Management in a Sub-Saharan Maternity Unit. Arch Obstet Gynecol. 2026;7(1):1-5.

internal cervical os. 1) Vasa previa, 2) Area above internal cervical os.

Figure 1. Transvaginal ultrasound with color Doppler at 32 weeks of gestation: visualization of the vasa previa crossing the area above the

internal cervical os. 1) Vasa previa, 2) Area above internal cervical os.

Figure 1. Transvaginal ultrasound with color Doppler at 32 weeks of gestation: visualization of the vasa previa crossing the area above the

She was in early labor with spontaneous rupture of membranes
that had occurred three hours earlier. The fetus was alive, with
a heart rate of 140 beats per minute. Speculum examination
confirmed the presence of clear amniotic fluid of endocervical

origin without metrorrhagia. Vaginal examination revealed a
mobile cephalic presentation, a cervix that was 70% effaced
and 2 cm dilated. Given the patient’s pregnancy history
(vasa previa diagnosed on third-trimester ultrasound), an
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emergency cesarean section was proposed. The procedure Discussion

resulted in the birth of a healthy newborn with an Apgar score

of 10 at both the 1**and 5™ minutes. Macroscopic examination ~ The presence of a vessel between the fetal presenting part
of the placenta revealed a large-caliber vasa previa associated and the internal os of the gravid uterus is a rare but serious
with velamentous insertion of the umbilical cord with vessel  obstetric complication. Its frequency varies between 0.1% and
ramification over the membranes (Figures 3 and 4). The 1% depending on the authors [6-8]. We report 1 case out of
immediate postoperative course was uneventful. 2,700 deliveries (0.03%).

eau praevia

Figure 3. Placenta: velamentous cord insertion and vasa previa—macroscopic view. 1) Vasa previa, 2) Fetal side of the placenta, 3)
Velamentous cord insertion.

Figure 4. Vasa previa — macroscopic view. 1) Vasa previa.
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We did not specifically investigate the risk factors for the
occurrence of vasa previa. However, nulliparity and the low
placental insertion observed in our patient, with a history
of intrauterine procedures, velamentous cord insertion, the
presence of aberrant cotyledons, and pregnancies resulting
from in vitro fertilization (IVF), are identify as risk factors in our
study [6,9,10].

In the past, vasa previa was diagnosed clinically by palpating
the vessel over the membranes during labor, or by visualizing
it during an amnioscopy [11]. This method rarely allows
prevention of complications. In the vast majority of cases,
the diagnosis was made retrospectively, during placental
examination after the occurrence of intrapartum hemorrhage
associated with fetal bradycardia or a sinusoidal heart rate
pattern [12]. This severe fetal-origin hemorrhage, known as
Benckiser's hemorrhage, results from the rupture of the vasa
previa during spontaneous or artificial membrane rupture.
During this complication, there’s no pain, and the general
condition is kept, while the fetus faces immediate and severe
acute hypoxia (hypovolemia) [6].

However, this clinical presentation may be atypical, with
hemorrhage occurring some time after membrane rupture.
Forinstance, Regis et al. [3] reported a case where hemorrhage
occurred at 5 cm of cervical dilation and 6 hours after
membrane rupture. Other authors have also described this
delayed hemorrhagic onset [12-14]. Secondary hemorrhage
may be explained by progressive enlargement of the rupture
site, which subsequently dissects the vasa previa.

Vasa previa can be detected during the antenatal period
through a transvaginal ultrasound associated with color and
pulsed Doppler as early as the second trimester of pregnancy
[4,7 8,15,16]. This examination has a specificity of 99% and
allows visualization in the lower uterine segment of linear
or tubular structures near the internal cervical os, situated
between the presenting part and the lower segment. Color
and pulsed Doppler reveal vascular flow [7,10,16]. Numerous
guidelines agree on the necessity of thisimaging as early as the
second trimester of pregnancy, specifying both the placental
insertion site and the umbilical cord insertion point [17,18].
Thus, in any case of low-lying or previa placenta, discovered on
suprapubic ultra sound, a transvaginal ultrasound combined
with color and pulsed Doppler will be essential to screen for
vasa previa [5,7,8].

Antenatal diagnosis of vasa previa significantly improves
neonatal outcomes. In fact, in the study by Oyelese et al.
[19], which analyzed 155 cases of vasa previa, the neonatal
survival rate was 97% among patients with antenatal
diagnosis, compared to 44% without it; the neonatal blood
transfusion rate was 3.4% versus 58%. Other studies support
these findings [13,14]. This discovery before labor allows to

anticipate hemorrhagic complications of vasa previa and
neonatal prognosis.

Once the diagnosis is established, several authors
recommend placing the patient on bed rest to prevent the
onset of labor or any premature rupture of membranes before
term [12,20]. A cesarean section is then scheduled once fetal
maturity is deemed sufficient—either spontaneously based on
gestational age or following the administration of preventive
corticosteroid therapy [4,7,12,19,20]. In our context, patients
often resist planned cesarean sections. This stems from a
general fear of surgery.

In the event of premature rupture of membranes, an
immediate cesarean section must be performed, even in the
absence of hemorrhage, which may be delayed [12,20].

Conclusion

Although rare, the presence of vasa previa is highly risk for
the fetus. Antenatal diagnosis can be made using transvaginal
ultrasound combined with pulsed Doppler focused on
the lower uterine segment and the internal cervical os.
Management involves performing a planned cesarean section
before the onset of labor and prior to any premature rupture
of membranes.
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